two arguments against the bypass operation which I think are ill-founded: (1) The immediate operative mortality: this is not negligible even in skilled hands, but among grossly obese patients the untreated mortality is high too, so I do not think anyone can reasonably argue that the operation decreases life expectancy. (2) The psychological effects: it is suggested that superobese patients eat massively as a form of defence mechanism, and that weight loss would do more harm psychologically than it did good physically. Again I do not think the evidence supports this view.
The criticisms which I think have more substance arise from the following considerations. Patients are selected for the operation if they are massively obese, and if attempts to produce weight loss by dietary control have failed. Implicit in the decision to adopt a surgical approach is the assumption that their food intake has been inappropriately high (which is not necessarily so), that a bypass operation is the best way to reduce it (again not necessarily so), and that the vitamin and mineral deficiencies which are inevitable results of the malabsorption state induced by bypass can be adequately controlled for the rest of the patient's life by outpatient supervision.
The last assumption seems the least likely of all. These patients are selected on the basis of their inability to follow dietary advice, and although in certain surgical centres of excellence the outpatient follow up of patients after operation has been superb, the surgeon who undertakes this operation for a large series of patients places upon himself and his successors an ever-growing burden of patients with iatrogenic malabsorption. The more conscientious the surgeon the greater the strain upon him, and I foresee the time when our best surgeons reach their limit, and then the standard of operative technique, and of outpatient supervision, must fall.
The assumption that bypass is the best way to limit food intake is not necessarily correct even for those who manifestly will not diet. I believe that dental splinting (Garrow 1974b ) is a cheap and safe alternative in many cases: at least there is no question of operative mortality or nutritional deficiencies induced by malabsorption. Finally, not all obese patients should reduce their food intake in order to lose weight. The mechanism by which energy balance in man is normally controlled is not yet understood, but at least we know that people become obese because either their intake is too high, or their output too low, or both. All physicians are familiar with patients who are convinced that they eat very little, yet are massively obese, and many doctors assume that such patients are fools or liars or both. It has been known for many years that there is a huge range of individual variation in energy requirements (Widdowson 1962) and a few obese patients can demonstrate, under metabolic ward conditions, that they do not lose weight on a properly controlled reducing diet. In these patients the defect is not excessive food intake but too low a metabolic rate, which can be demonstrated by methods described elsewhere (Garrow 1974a) . In such patients a bypass operation would clearly be inappropriate: they would not lose weight and would have steatorrheea added to their other metabolic problems. I suggest, therefore, that one criterion for any surgical treatment of obesity, either by bypass or dental splinting, should be that the patient's food intake should be shown to be excessive, rather than that they should be assumed to be incorrigible gluttons. The fashion of the period, race, sex, age and occupation of the individual dictates the degree and distribution of obesity which is desirable, acceptable or ludicrous.
The urge to conform to the current concept of 'the attractive' leads men and women to dieting, corsetry or surgery to adjust their shape to 'the norm'.
Self-consciousness, the desire to become or to become again 'the body beautiful', discomfort or disease leads patients of all ages and both sexes to seek reduction, removal or redistribution of fat.
Generalized obesity requires the expertise of a general surgeon or physician, so that, by diet, resolution of depression, intermaxillary fixation, or intestinal bypass procedures, the total body weight is brought within the normal range.
Panniculectomy as a cure for generalized obesity is fraught with complication and unsatisfactory results, and is contraindicated. Surgery should be Section ofSurgery used to remove local excesses of fat, or to resolve the sequelb of weight loss by the removal of redundant skin folds.
The face is the area to which most aesthetic procedures are directed since it cannot be covered by clothing, neither can its contour defects be hidden by cosmetics.
Intraorbital fat may be present in excess in all ages, or may prolapse through the orbital septum with advancing years. The result is an ugly deformity, requiring excision of fatty herniae and excess skin by the operation known as blepharoplasty. In thyrotoxicosis excess fat may result in corneal exposure. The blepharoplastic approach in mild cases is adequate to achieve correction. In more severe cases a temporal, antral, or anterior cranial fossa approach is necessary to remove excess fat (Moran et al. 1972 ).
Loss of weight and advancing years may result in excess skin of face and neck, which may be corrected by a face-lifting procedure (rhytidectomy). The submental fat pad associated with the term 'double chin' may be excised with care at the time of rhytidectomy or by a separate and later submental incision.
The breast is affected by local excess of fat as in benign hypertrophy. Patients present complaining of embarrassment, thoracic back pain, difficulty in sleeping, difficulty in obtaining supporting underwear, or with pain resulting from the straps of such underwear cutting into the shoulders. Submammary intertrigo is a frequent distressing complication in the older patient. The breasts are large and often misshapen and pendulous. The nipples are directed downwards and outwards.
Surgical methods have as their aim the restoration of normal breast contour, bearing in mind the wishes and the age of the patient; the resiting of the nipple to a normal position, with preservation of its viability, sensation and lactatory function; and the siting of surgical scars in such a position as to render them least apparent.
There are many methods and modifications of mammoplasty, each with its limitation and advantage.
The Strombeck (1960) and McKissock (1972) mammoplasties employ the principle of preoperative planning with that of using local skin as a brassiere to enclose and form the breast tissue, together with transposition of the nipple from its low to a normal position on a bipedicle flap of dermis and mammary tissue. These methods have the advantage that large resections can be achieved in a single stage, and a good shape obtained. They carry the risk of any bipedicle flap, in that the flap and the nipple it supports may rarely be lost. The nipple is severed from most of the breast tissue normally draining into it, and thus lactation is impossible postoperatively.
Nipple sensation is nearly always markedly reduced.
The Penn (1960) breast reduction requires only preoperative planning of the intended nipple position and is a good free-hand method. The skin brassiere is fashioned by localized undermining of skin flaps. The nipple is transposed upwards on a wide base of breast tissue. Lactation is possible postoperatively and nipple sensation is usually satisfactory. The skin flaps are, however, at risk. The procedure gives a slightly flatter breast and cases with considerable hypertrophy require a two-stage reduction.
The Dufourmontel & Mouly (1961) mammoplasty allows limited excision of breast tissue and skin, together with upward transposition of the nipple with minimal skin undermining. It can only be used for cases of limited breast hypertrophy and, if so employed, gives a breast of excellent shape with a scar which can be totally covered by a bikini, good nipple sensation and the ability to breast feed postoperatively.
The pendulous abdominal apron so commonly present after weight reduction or pregnancy is frequently associated with skin strii and a ventral hernia. The skin excess, although most apparent as an apron, extends as far up as the costal margin and at least as far lateral as the mid-lateral line. The umbilicus tethers this excess and prevents it complete downward displacement. Simple apronectomy is therefore not a solution to the situation.
Many methods of abdominal lipectomy have been described and involve excision of excess skin, together with resiting of the umbilicus preserved on its own pedicle. The incision is best placed within the bikini line, extending from a point midway between the anterior superior iliac spine and the greater trochanter, across the inguinal ligament to the mid-line above the upper border of the pubic hair. The abdominal skin is mobilized as far as the costal margin and the midlateral line after circumcision of the umbilicus. All excess skin is excised and the umbilicus resited. A concomitant ventral hernia or divarication of the recti is repaired at the same operation. The raised intra-abdominal pressure after this procedure increases the risk of deep vein thrombosis of the lower limb. Early postoperative mobilization is essential. In the upper limb, excess skin may be excised from the medial aspect of the upper arm or the ulnar border of the forearm.
In cases with increase in size or apparently excess fat in the limbs, a differential diagnosis of lympheedema and lipodystrophy should always be considered. If there is doubt, a lymphangiogram may allow a diagnosis to be reached.
Large or pendulous buttocks may be corrected by an incision placed within the bikini line. Skin or fat excess in the trochanteric region, the medial side of the thigh, or the knee, may be excised with good result by the methods described by Pitanguy (1971) .
Thick ankles are frequently due to low insertion of the fibres of soleus or of flexor hallucis longus. Surgery in these cases is best avoided. Excess fat in this region may be excised with medial and lateral incisions parallel to the anterior border of the Achilles tendon. Scars are frequently unsatisfactory, and surgery should not be lightly undertaken.
Any correction of excess fat or skin folds by a surgical method is inevitably associated with a scar in the skin. It is imperative that any patient considered for such surgery should be appraised in detail of the nature and extent of scarring and of possible complications. A contour defect is a most difficult abnormality to disguise or hide. Surgery may correct this deformity, and most patients are delighted to accept the stigma of a pale, albeit stretched, scar in return for a normal shape.
The following paper was also read: The question whether lymph nodes are involved with tumour during operation for large bowel neoplasms is largely academic, as most surgeons follow the traditional practice of radical resection of the tumour together with the accessible regional lymph nodes that lie adjacent to the vascular pedicles regardless of whether these lymph nodes contain tumour. The prognosis of large bowel tumours is closely related to lymph node invasion (Shepherd & Jones 1971) and this should always be based on histological examination. Therefore, any surgeon who either modifies the extent of resection, or tenders a prognosis based on the apparent degree of involvement of lymph nodes with tumour at the time of operation, must have a knowledge of the accuracy with which the lymph nodes can be clinically assessed. In order to determine the accuracy with which secondary spread to regional lymph nodes can be assessed at operation in rectal carcinoma, operative assessment has been compared with the results of histological section of the lymph nodes. Over a twenty-year period 230 consecutive anterior resections were performed by one surgeon (E S R H), and details were available for analysis in 215 cases.
The results (Table 1) indicate that when the lymph nodes were deemed tumour free the surgeon had an accuracy rate of 86 % in 154 patients. However, the accuracy rate fell to only 68% in 61 patients who were thought to have stage C tumours, i.e. the nodes being involved. The difference in the degree of accuracy between the two groups is significant (P< 0.005).
